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This study investigated the social organization of a
predominately black nursing home in the city of Atlanta and
the care of severely ill residents. Five hypotheses were
tested in this study: (l) The higher the status of staff in
the nursing home, the more negative the attitudes towards
the severely impaired patient. Stated another way, there
will be an inverse relationship between staff status and
attitudes toward severely impaired patients; (2) Staff
members who exhibit high levels of religiosity are more
likely than their low religious counterparts to experience
positive attitudes toward death and dying; (3) The higher
the external locus of control, the more positive the
attitudes toward dying; (4) Negative attitudes toward the
severely impaired patient will increase as the educational
level increases; (5) Positive attitudes toward aging will
increase as the age of the staff member increases. Three
out of these five hypotheses were partially confirmed
(hypotheses 1, 3, and 5) and two (hypotheses 2 and 4) were
rejected. The qualitative data obtained through informal
interviews with each of the two directors of Sadie G. Mays
indicated that the severely impaired patients were assigned
to an exclusive ward (Ward D) in order to improve the
efficiency of the treatment program. Although these findings
are quite applicable to Sadie G. Mays Nursing Home, caution
is required before generalizing them to the entire minority
nursing home staff population, due to the small sample
size (N=25).
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CHAPTER I
INTRODUCTION
Death has been a topic of concern throughout the ages.
In man's early existence, death was a common occurrence due
to uncontrollable diseases and accidents with few men living
to advanced old age. Presently, however, because of modern
medical technology, longevity has been signficantly
increased since 1900(Butler, 1975, xvi). Partly due to
increased longevity, and rapid growth of the population of
the frail aged, especially those 75 years of age and older,
certain problems have arisen involving the psychosocial
effects of an aging society. One of the major problems is
the long-term institutional care of the severely impaired
and terminally ill elderly. The demand for new facilities
and increasing health care costs are major challenges of an
aging society. Also important, but less often studied, are
the beliefs and values of institutional staff toward the
frail and dying patient and the organizational indicators of
those attitudes.
Statement of the Problem
The purpose of this study is to investigate the social
organization of a predominately black nursing home in the
city of Atlanta and the care of severely ill residents.
Major attention will be focused on the extent to which
residents are segregated by degree of impairment:
staff statuses and their attitudes toward death and dying;
and the relationships between staff and patients in areas
such as treatment and other routines of daily living in the
home. Tentative research questions will include the
following:
1. Are patients who are considered to be dying cared
for differently than those who are considered to be well?
2. Are severely ill patients socially isolated?
3. What meaning do staff assign the dying patient?
4. What are the social and psychological factors that
explain attitudes toward death, dying and aging?
Literature Review
Society dictates to us symbols of acceptable social
behavior through its norms, values and beliefs. For
example, just as in the context of some social settings,
selected actions and topics of conversation are taboo, death
and dying are associated with frowns, morbidity and
distaste. According to Feifel (1976, p. 427), " death is
the most extreme abominator in man's existence." There are
also other elements that are apparent in the American
experience, such as the quest for life, beauty and youth.
Taboos and fears are also associated with public images of
death and dying, especially with reference to the aged
(Epsley and McCaghy, 1978, p. 390). If death could be
visualized, it would be depicted as a wrinkled, malformed,
senile individual with nothing left to offer society except
to die and be replaced by a vital, functioning being.
Crane (1970, p. 303) suggests that the role of the aged
as well as the terminally ill in society are negatively
defined. Since our culture is geared toward the future,
interaction with persons who lack a future can create
frustration and problematic situations. To compensate for
this uneasiness in interactions with terminally ill
individuals, a lower social value is ascribed. Lumley
(1935, p. 406) defines value as " property or properties of
a thing (or service) by which it is rendered useful or
desirable; or the degree of such properties worth,
excellence, utility, or importance '• In America,
individuals and groups are valued on the basis of social
characteristics such as age, skin color, ethnicity,
education, occupation, family and social status(Glaser,
1966, p. 77). Society rates certain characteristics more
favorably than others, such as youth over old age (Berger
and Federico, 1982, p. 82). As a consequence, there is a
tendency to create age-graded hierarchies or systems of rank
which assign positions to individuals according to their
worth or value. In connecting the dying individual with
social loss, Glaser (1966, p. 80) notes that each dying
person embodies more or fewer of these characteristics, and
the total value of the characteristics that the dying person
possesses indicates the degree of social loss to the family
and society. If a scale was devised, the healthier
individual would be placed at the top of the ranking system
and the dying or "near-dead" at the opposite end.
Another characteristic that is related to social loss is
the age of the terminally ill individual (Glaser, 1968, p.
205). The death of a child is usually considered to be a
greater social loss than that of an elderly individual
(Glaser, 1968, p.205). Society, whether consciously or
unconsciously, makes the decision to treat the aged
near-dead in a manner that tends to indicate that they are
of lower social value.
A term closely related to social value is status.
Sociologists define status as a position or ranking in the
structure of society. Each status is associated with
certain rights and responsibilities. Society determines the
appropriate roles and behaviors of each status holder
(Popeno, 1978, p.43). Statuses can be divided into two
categories: Ascribed and Achieved. Ascribed status is based
on characteristics individuals are born with, such as sex
and race. Achieved status implies gains obtained through
personal effort, such as earned wealth and education
(Popeno, 1978, p.21). Society categorizes individuals
according to status, both ascribed and achieved. Some
statuses are considered to be negative by certain members in
society. Individuals with negative characteristics are
considered to carry a "stigma." A stigma signifies
something unusual and bad about the being of the signifier
(Goffman, 1963, p.16). There are three types of stigmas:
"(a) abominations or deformities of the body; (b) blemishes
of individual character, such as alcoholism; and (c) tribal
stigmas, such as race, nationality and religion" (Goffman,
1963, p. 4).
Ward's (1977, p. 227) analysis concerns old age as a
stigma that combines abominations or deformities of the
body, such as crippling disease and loss of physical appeal,
and blemishes of character, such as dependency and poor
health. Variables, such as poor health and disease are
simultaneously paired with being chronologically old. Many
people have arbitrarily established sixty-five as the age at
which one is thought to be old. As a consequence,
individuals sixty-five and above are expected to deteriorate
physically and mentally (Hinckley, 1980, p.78). According
to Hinckley (1980, p. 78) these labelling processes help to
express the social meaning of aging and the way people are
expected to act once labelled "old".
Medical science has found that as one becomes older,
susceptability to illness tends to increase (Hinckley, 1980,
p. 76). Hinckley (1980, p. 76) notes that this
susceptability is greatly influenced by society's values and
expectations, thus often leading to a self-fulfilling
prophecy.
Death for most people is viewed as something that
happens to others. Americans have removed death as far as
possible from their immediate surroundings (Sundow, 1976,
p.2). Institutions such as hospitals and nursing homes have
become the settings for these biological and social events.
Even though we designate special places for death and dying,
death eventually has both a direct and indirect impact on
our lives. We may become "witnesses" to death through the
loss of relatives and peers. Family members often share the
death experience with terminally ill individuals. This can
raise thoughts in the family about their own mortality and
finiteness.
Kubler-Ross1 (1969) study of death and dying suggests
that family members undergo states of adjustment similar to
those of the patient (Kubler-Ross, 1969, p. 150). First,
there is the initial phase of disbelief that an actual
illness exists. There is a tendency to seek second
opinions, hoping that the diagnosis is in error
(Kubler-Ross, 1969, p. 150). A second stage is one of
anger, which both the family and terminally ill patient
undergoes. The object of hostility is often the medical
staff. Once the family members work through the anger,
resentment, and guilt, they can enter a phase of preparatory
grief (Kubler-Ross, 1969. p. 150). At this point, if the
family members can express their true emotions, the final
event may be less traumatic.
Historically, death has been an anxiety-provoking topic.
Individuals have developed ways to effectively cope with the
fears associated with death. Religion provides one view of
coping. Durkheim defines religion as a "unified system of
beliefs and practices relative to sacred things, binding
together those that adhere to these beliefs and practices in
a single moral community" (Durkheim, 1912, p. 47). Durkheim
divided the world into two categories: sacred and profane.
Sacred refers to objects set apart, such as religious
beliefs and rites. Cox notes that members in our society use
religious belief to explain the uncontrollable elements in
our environment , such as dying and death(Cox, 1983, p.
149). The profane or secular is defined as "of or relating
to the world" (Cox, 1983, p. 149).
Science has made it easier to explain and control
"worldly" elements in society. We can revise and extend
life through advances in public health and medical
technology, yet death prevails in the end. Even in cur
highly sophisticated state of evolution, man has failed to
fully understand or acceptably explain death. Religion has
been associated with the phenomenon since man's early
civilization. Peter Berger (1969) argues that religion has
given the most effective meaning and explanation of death.
Researchers tend to be divided on the questions of
whether or not religion increases or decreases our fears of
death and dying. Lester (1967) states that religious
individuals have either a greater fear of death or reduced
fear of death as compared to nonreligious individuals.
Tourier (1969) examined the question of whether acceptance
of death is easier for believers compared to non-believers.
"I have seen believers who were very much afraid of death
and others who contemplate it with equanimity, and I have
also seen unbelievers full of anxiety at the prospect of
death and others who view its approach with scarcely a
qualm" (Tourier, 1969, p. 218). The simple fact that
individuals have religious beliefs or affiliations may not
explain positive attitudes toward death.
Laymen and professionals alike often assume causal
relationships between religiosity and death fears,
concluding that the more religious, the less fear of death.
Nelson (1977) refers to this causal proposition as an
"untested linearity assumption." Two variables, such as
religiosity and death fears may produce curvilinear results
instead of a direct or straight-line relationship. Leming's
(1977) study of the relationship between fear of death, and
religious beliefs and ritual participation produced a
curvilinear effect. Kalish (1963) conducted a study
similiar to Leming's. Religion was defined in terms of
beliefs in an afterlife, beliefs in hell, and beliefs in
salvation through Christ which interacted to produce
variable scores on death avoidance. Kalish's (1963) study
also found that religious beliefs and death avoidance
produced a curvilinear relationship.
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The debate on whether or not religion has any bearing on
attitudes toward death and dying could be never ending;
there are many experts who will agree with the notion and
there are those who will vigorously argue against the idea.
Religion, like one's view on life, is highly individualized.
Our attitudes toward death are influenced by such
demographic factors as sex, race, and how we are socialized
(Kalish, 1963, p. 77).
Another important topic in this area of inquiry is the
social organization of dying in institutional settings.
Settings like nursing homes are significant to the overall
process of long-term care and for a growing number of frail,
poor elderly, the social setting that regulates their living
and dying in the later years. We turn now to a review of
the literature in this area.
Institutional Structures of Dying
An institution, such as a hospital or nursing facility
is organized according to services rendered. Sudnow's
(1967) analysis of two hospitals found that death was only
visible in certain areas, which are usually away from main
entrances, personnel and business offices. Individuals
employed in these areas are removed or detached from the
smells of sickness and death. Sudnow noted that once on the
ward, patients that are near death are assigned to private
rooms. The reasoning behind this practice varies from
hospital to hospital. The decision to select a private room
by middle-class relatives and patients was due to the
concern for privacy, patients' welfare and status, and the
prestige that acrued from being able to afford a single room
(Sudnow, 1967, p. 45). At County, a lower-class or charity
hospital included in Sudnow«s (1967) study, the staff
decided whether or not patients were assigned to a private
room. The key reasons for private rooms are the special
measures the staff must perform in the treatment of the
dying (Sudnow, 1967, p. 45).
Gubrium's analysis utilized a participant observation
approach to the study of the organizational structure of a
nursing home. The components viewed within the institution
were the setting, participants - both staff and residents,
social ties, uses of time, dying and death. In Gubrium"s
study of the care of the "dying" or "near-dead," it was
found that those patients who were transferred to another
level regarded this relocation as a possible personal ending
and as social degradation (Gubrium, 1975, p. 200). The
result of a death-related relocation decreased meaningful
social interaction and increased loneliness and isolation.
According to Gubrium (1975), participants in this setting,
like other human groups, exhibited behaviors according to
the meaning and interaction of the object. Another set of
elements present were individuals who were alert or those
lacking in alertness. Those individuals who were perceived
1.0
to be dying were treated as asocial beings. An asocial
being was an individual that was treated as a "corpse," even
though biological functions were evident. There is a
reduction in status and value of social being as well as
emotional and physical contact or support (Sudnow,1967,p.
65) .
The social structure of an institution is segmented by
levels of specialization. Duties and roles are paired with
educational attainment and experience. The floor staff
usually consists of aides, orderlies, licensed practical
nurses, and registered nurses. Due to differences in
education, job descriptions and experience, one would tend
to expect substantial differences among staffs1 perceptions
and attitudes.
Kincade (1983) conducted a study of caretakers'
attitudes toward the terminally ill. The caretakers were
divided into three categories — house staff, nurses and
physicians. There was a general consensus among respondents
in all categories that the physical needs of the terminally
ill were being met while their emotional needs were
neglected (Kincade, 1983, p. 339). Among the three
categories of staff, nurses were more likely to believe that
the emotional needs were being met. Kincade considers the
latter finding to be true because those that have direct
relationships with patients have difficulty recognizing the
patients' needs and weakness in the health care system
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(Kincade, 1983,p.336).
Stroller (198 3) devised a similar study to measure the
differences in attitudes and behavior of registered nurses
and licensed practical nurses toward terminally ill
patients. The Stroller study focused on the response rate
of nurses to calls of terminaly ill patients, the fear of
one's own death, and the fear of death of others. Fear of
dying of others was significant in all unstructured
interactions of registered nurses with patients (Stroller,
1981, p. 90). Stroller concludes that this fact may be due
to the registered nurses' detachment from the reality of
death and dying in situations which do not require the nurse
to confront the terminally ill as a person. The registered
nurse may view the patient as an"object" for whom certain
procedures must be carried out (Stroller, 1981, p. 91).
Thus, by concentrating on the duties of the job, the
registered nurse can maintain social distance between
himself or herself and the dying "object" (Stroller, 1981,
p. 91). Stroller also suggested that registered nurses may
have less contact with dead bodies than other members of the
medical staff. One significant result of the Stroller study
was as follows: unlike registered nurses, licensed practical
nurses had higher fears of dying which were associated with
greater reported difficulty in providing care for dying
patients (Stroller, 1981, p. 92).
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Nonverbal Indicators of Nurses'
Responses to Dying Patients
Communication is an integral part of social interaction.
Communication can occur through verbal expressions, physical
gestures, such as touch, smiles and bodily movements. For
staff who interact with dying patients, however, avoidance
behaviors may impede communciation. For example, Leshan's
(1969) study of nurses in a hospital setting indicated that
their response time was significantly longer when answering
a call for service from a terminally ill patient when
compared to their response time to patients suffering from
less debilitating disorders. According to Fletcher (1975),
avoidance behavior by nurses toward dying patients is
attributed to the fact that dying patients do not adhere to
the goals and objectives of medicine—to heal, cure and
preserve life. Thus, this causes the organism (nurse) to
react to the stimulus (dying patient) with a negatiave
response and less communication.
Alban Wheeler (1973) suggests that the process of
labelling the dying person as a deviant in the medical
subculture gives license to avoidance behaviors by
professional staff. To counter patient deviance, the
medical staff elicits aversive attitudes which tend to
create avoidance behavior (Wheeler, 1973, p. 291). Glaser
and Strauss (1964)and Quint (1966, p. 471) defined avoidance
of patients as "non-accountability of terminal care". The
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staff is not required to note all interactions with the
patient and as caregivers are not legally bound to be
paychologically supportive of the dying patient (Quint,
1973, p. 470).
Nurses, like the general population, develop ways to
cope effectively with the dying patient. In his
observations of nurses with dying patients, Madison (1974)
observed that nurses create a shield between themselves and
the dying. The most common behaviors exhibited were (a) the
lack of verbal communication, (b) focusing on the symptoms
not the individual, and (c) acting busy and efficient
(Madison, 1974 p. 48).
Conclusions
Aging, morbidity and mortality are inevitable events.
However, the way we perceive them is influenced by such
variables as sex, religious and secular values, and our
belief systems, in a society where a great emphasis is
placed on youth and vitality, death, like growing old, is
surrounded with fear and dread, since there is an
increasing number of elderly who face institutionalization
before death, the attitudes of direct care staff toward the
dying and aged should be well understood. Studies have
concluded that health care staff, like the general
population, tend to avoid the dying. Thus, developing ways
to successfully combat staff inadequacies in interations
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with the aged near-dead is of growing importance to our
society with a population that is increasingly aging. The
investigation of attitudes of health care staff toward
death, dying, and aging is greatly needed. New insight will
provide greater knowledge and substance for health care and




THEORETICAL ORIENTATION AND CONCEPTUAL FRAMEWORK
This study will be grounded in the conceptual framework
of symbolic interactionism. An institutional setting is the
structure within which the theory will be tested. An
institution is defined as :
a place of residence and work
where a large number of like
situated individuals, cut off from the
wider society for an appreciable period
of time, together lead an enclosed formally
administered round of life (Goffman, 1961, 0. xiv).
Within a nursing home, which is the specific kind of
institution under investigation, there exists human group
life. Group life is an ongoing process which consists of
people engaged in social interaction (Blumer, 1969, p. 6).
According to the theory of symbolic interactionism, action
consists of multiple activities that individuals perform in
their lives as they encounter one another and deal with
successions of situations confronting them (Blumer, 1969, p.
6). There are designed roles, statuses and positions that
influence the behavior of members in the setting. An
institution is divided along the lines of caretakers and
other suppliers of services, such as cleaning staff and
those who are the recipients of care. These established
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roles express the types of action or behavior that lead to
social interaction.
Symbolic interactionism views social interaction as
inherent to group life. Blumer (1969,p. 8) identified two
levels of social interaction in human society. These two
levels are connotated as "non-symbolic interaction" and
"symbolic interaction." "Non-symbolic interaction" takes
place when one responds directly to the action of another
without interpretation of that action; by contrast,
"symbolic interaction" involves the interpretation of the
act (Blumer, 1969, p. 8).
Residents and staff in institutional settings interact
in a variety of ways including bodily movements, facial
expressions, the content of talk and tones of voice. The
chief mode of interaction is on the symbolic level in which
members of the group seek to understand the meaning of each
others' action (Blumer, 1969, p. 10). This action can be
greatly affected by the meanings derived from "objects ".
This idea leads to another concept linked to symbolic
interactionism - the nature of the "object" (Blumer, 1969,
p.10).
Blumer defines an "object" as anything that can be
pointed to or referred to. Objects can be classified into
three categories: physical, social and abstract. A physical
object is a tangible item such as a book or a car; (b).
social objects refer to various roles and outcomes of
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interactions between members of society, such as the
functions of a priest in relation to his congregation, or a
mother's attitudes toward her children; and (c) abstract
objects include nontangible items, such as values of
liberty(Blumer, 1969, p. 10).
Attitudes toward the "aged," "severely ill," "dead" and
"dying" are the objects of analysis in this study. These
objects belong to the category of the social. Meanings of
objects, whether physical, social or abstract are formed,
learned and transmitted through a social process (Douglas
and Waksler, 1982, p. 101). Within institutions such as
hospitals, hospices and nursing homes, the caretakers may
learn to respond toward objects such as "dying patients"
according to the meanings that they learn to associate with
those "objects". A second concept related to the way,
objects in our environment are perceived is locus of
control. Locus of control is divided into two categories —
external and internal. According to Rotter:
"when a reinforcement is perceived by the
subject as following some action of his
own but not being entirely contingent upon
his action, then, in our culture, it is
typically perceived as the result of luck,
chance, fate as under the control of powerful
other, or as unpredictable because of the great
complexity of the forces surrounding him....
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we have labelled this a belief in "external
control." If the person perceives that the
event is contingent upon his own behavior, or
his own relatively permanent characteristics,
we have termed this belief, "internal control".
(Rotter, 1966, pi.)
Stated another way, individuals who feel they control events
through their own actions are labelled "internals".
"Externals" believe events occur independently of their
actions.
Attitudes toward events and stimuli in the environment
are greatly influenced by an individual's locus of control
orientation. Schultz (1978) conducted a study that
demonstrated a relatiohship between locus of control and
death anxiety. This study concluded that externals
exhibited higher anxiety toward death than internals.
Bossey and Haslip (1986) expanded on the study conducted by
Schultz. Their sample population contained 59 community
volunteers who completed questionnaires, consisting of
scales, designed to determine conscious and unconscious
death anxiety and attitudes toward aging and death. From
this study, it was concluded that participants scoring
higher on both external subscales demonstrated more positive
attitudes toward aging and death, while individuals who
exhibited more fear of dying had more negative attitudes
toward aging and death (Bussey and Haslip, 1980, p.42). A
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study conducted by Sadowski, Davis and Loftus-Vergari (1979)
findings also suggested that externals are more likely to
express greater death anxiety than internals.
An individual's psychological view of death is
influenced not only by one's locus of control but is
multivariable related. Religion and locus of control are
two important variables that often determine the meaning
assigned to death and dying. High religiosity is also
closely associated with high external locus of control,
which is somewhat consistent with beliefs in supernatural or
other worldly determinants of individual behavior (Feifel,
1961). A study performed by Templer (1972) showed that
individuals who were considered very religious exhibited
lower death anxiety scores. Florian and Kravitz' (1983)
study produced opposite results. This study was designed to
determine the differences between religious, moderately
religious and nonreligious subjects. The researchers
concluded that religious individuals expressed a higher fear
toward death due to the fear of punishment in the next life.
The moderate religious and nonreligious exhibited a greater
fear of self-annihilation (Florian and Kravitz, 1981).
Florian and Har-Even's (1983) study produced similar
findings — that religious persons have a greater fear of
death than the nonreligious.
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The Social Organization of Nursing Homes
The staff, residents, administrators, directors, board
of directors, and rules, roles, and language for discourse
make up the organizational struture of the institution.
Each member of the organization has certain duties and
functions. The organization cannot succesfully operate
unless the members at the different points in the network
engage in actions and interactions appropriate to their
positions. This is referred to as interlinkage of action.
Interlinkage is defined as the collective or joint actions
which consists of individuals connecting their lines of
action to one another (Blumer, 1969, p. 16). Members or
participants in the network "act" and "react" on the basis
of interpretations and meanings that they individually and
collectively ascribe to the "object" (Blumer, 1969, p. 11).
The greater the disparities between their interpretations
and meanings, the greater the risk of conflict between their
lines of action.
Through their interactions with patients, caretakers
evaluate and determine levels of patient impairment. When
the caretakers of the elderly conclude that a patient's
behavior no longer adheres to the social norms of
society-at-large, and due to physical deterioration the
patient is no longer responsive to institutional health care
treatments, the patient may be labelled and listed among the
"near-dead" (Watson and Maxwell, 1977, p. 73). The kinds of
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attitudes expressed through staff responses to the severely
impaired elderly are the major foci of this study.
For purposes of observation, the aged near-dead are
those patients who are diagnosed comatose, and/or catatonic,
and who may require intravenous feeding to maintain life.
These patients require constant care and monitoring by the
nursing staff. The terms "near dead" and "severely
impaired" will be used interchangeably in this study.
In his early studies of illness, behavior, Parson's
(1951, 1972) attempted to evaluate the functions of illness
behavior, especially the "sick role" in society. The sick
role is based upon four criteria: (a) "the individual is
exempted from such normal social responsibilities as
self-care; (b) his condition requires physical and
behavioral change, not merely attitudinal adjustment; (c)
the individual must want to get well; and (d) he must be
willing to seek help and cooperate with technically
competent others who can facilitate his return to wellness
(Parsons, 1972, pp. 107, 117-118). Watson's (1976) study
of severely disabled Jewish elderly residents went beyond
Parson's sick role theory to incorporate the concept of the
aged-near dead. Watson and Maxwell (1977, p. 83) note that
the third and fourth criteria in Parson's schema of the sick
role suggest that the legitimation of sickness is partly
determined by the appropriateness of illness behavior, as
well as the extent to which the convictions of the medical
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and nursing staff confirm that the patient is qualified to
enter into or be retained in a sick role.
Conceptual Framework
This research is designed to study the different
attitudes of minority nursing home staff toward severely
impaired patients, death, dying, locus of control and aging.
The research questions for this study will focus and
determine: (a) if there are designed areas in a nursing home
for severely impaired patients, and (b) the factors related
to staff attitudes toward death, severly impaired patients,
dying and aging. The variables to be studied in analyzing
attitudinal differences will be age, status variations,
educational attainment, religiosity, and locus of control.
Diagram one (l) illustrates the theoretical relationship
between characteristics of staff, such as educational levels
status, religiosity, locus of control, and age. The
following propositions are expected to hold: The higher the
educational level and status, the higher the likelihood of
negative attitudes toward the severely impaired, aging and
dying. Staff who demonstrate high levels of religiosity and
external locus of control will tend to exhibit positive
attitudes toward severely impaired, aging, and dying
persons.
The last variable on the chart is the age of the staff.
The division of categories by age is a form of
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stratification (Wilkening, 1973, p. 147). Stratification is
a method of dividing a population into distinct
sub-populations, according to an established criteria, such
as age by which members can be ranked from high to low on
one or more criterion values (Wilkening, 1973, p.147). it
is expected that age of staff will have a positive
relationship with attitudes toward elderly who are perceived
as dying.
All of these theoretical relationships are depicted in
Diagram # 1 and will be tested empirically by utilizing
quantitative survey data.
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Historical Overview of the Setting
The setting for this study is the Sadie G. Mays Memorial
Nursing Home, located at 1895 West Anderson Avenue,
Southwest Atlanta. Prior to 1969, the facility that is now
known as the Sadie G. Mays Memorial Nursing Home, was called
Happy Haven. Happy Haven was officially opened on March 24,
1947 through (l) the valiant efforts of the Interdenomi
national Committee to House the Aged that donated the first
funds to establish this institution; and (2) the Atlanta
Journal for allowing the public to become aware of the
horrible conditions of housing for both black and white aged
in the city of Atlanta. The Executive Director of the
Community Planning Council of Atlanta decided to get
involved after the unfavorable situation was revealed to the
public. A meeting was held and it was decided that the
problems of the black aged and convalescent were very acute.
It was agreed that a private group of citizens should
organize and incorporate themselves to establish a private
agency.
Two major figures who greatly influenced the creation of
an adequate facility for black aged persons were Dr.
Benjamin E. Mays and his wife, Sadie G. Mays, in February
1946, Dr. Mays was elected president of the Interdenomi
national Committee to House the Aged. Dr. and Mrs. Mays
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conducted various meetings to discuss the conditions of the
black aged and the need to provide effective care for the
sick and homeless. In 1947, Mrs. Mays held the office of
President of the Board of Directors of Happy Haven. She had
a special concern for the young, the aged, and the
disadvantaged. In her advanced years, Mrs. Mays became a
resident at Happy Haven Nursing Home, where she later died.
After her death in 19 69, the nursing home was renamed in her
honor.
At its inception, the Fulton County Department of Public
Welfare paid for the residents who were to be housed at
Happy Haven. Finances were donated by community groups and
residents1 families to help maintain the facility.
Residents were both black and white until 1951.
In 1951, a second facility was constructed for white
residents at Highview Nursing Home. The Interdenominational
Committee to House the Aged paid the first salaries ,
purchased cleaning supplies, a station wagon and new
mattresses at Happy Haven. Grady Memorial Hospital provided
medicine and medical care and presently continues to provide
these services.
Inside Sadie G. Mays Memorial Nursing Home
As one first enters the Sadie G. Mays Memorial Nursing
Home through the Anderson Street doors, the ,main office is
located on the left where receptionists and secretaries are
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stationed. Other offices beyond the locked doors, next to
the main office, house the director, and assistant director.
Across the lobby from the main office is a conference room,
where the board of directors and staff hold meetings.
A set of doors separates the frontal section of the
nursing home from the residents1 living areas. As one
enters the doors leading to the residential quarters and
looks to the left, a canteen is visible. The canteen is
used for the sale of cigarettes, candy and snacks. On the
right side of the hall, across from the canteen, is a social
service department. Further down the hallway are residential
ward (See Appendix A, for complete floor plan.)
Of the 204 residents of the Sadie G. Mays Memorial
Nursing Home in 1985, over 98 percent were black, sixty-five
years of age or older, and exhibited physical and
psychological impairments, it should be noted that nursing
homes are not exclusively designed to house elderly
individuals. There may also be individuals who are younger.
For example, at Sadie. G. Mays, one of the residents is a
Vietnam War Veteran.
Resident impairment at Sadie G. Mays ranges from mild to
severe. Some residents are immobile and need assistance for
daily maintenance due to chronic diseases such as heart,
respiratory and urinary tract disorders.
The Study Population
As stated in the conceptual framework (Chapter 2),
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staff interactions and attitudes toward residents of this
nursing home are the major objects of analysis.
Organizationally, the staff structure of Sadie G. Mays
Memorial Nursing Home is differentiated according to staff
positions differing by rank, thus creating a hierarchy (see
Appendix B).
The highest ranking are the executive staff consisting
of a director, assistant director, administrative staff and
the board of directors. Secretaries and receptionists aid
the executive staff. Members of the higher echeolon are
limited in their interactions with residents. Their office
and conference rooms are located away from the wards. Due
to their infrequent direct contact with residents, the
executive staff will not be objects of observation in this
study. The next level of the hierarchy is the intermediate
staff which includes nurses, (usually licensed practical
nurses), nurses assistants, social workers and recreational
aides. The offices of members of those groups are proxemic
to the ward, if not built into the wards, which enables
frequent and direct interaction with the residents. The
behavior of nurses, nurses1 assistants and housekeeping
staff will be of special interest in this study. Because of
their small number, social workers and recreational aides
will be excluded from observation. Social workers and
recreational aides are considered an auxiliary unit in the
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milieu of the home.
This last level of the organizational structure is
labelled "omega". Staff that belong to this level include
housekeepers, building maintenance workers and dietary-
aides. This group has minimal contact with the residents,
except housekeepers, who have a greater degree of
interaction with residents than other members of this group.
Conversations between housekeeping staff and residents
are common while housekeepers perform their daily routines
such as mopping, cleaning and disinfecting rooms. By
contrast, contact of dietary workers is limited and meal-
centered. Meals are scheduled three times per day at
approximately 8-10 a.m for breakfast; lunch is served from
12-1:30 p.m., and dinner from 5:00-6:30 p.m. Residents who
eat their meals in the dining area are usually those that
possess mobility and/or appear to have greater psychological
and physical capabilities in contrast to those who are
unable to eat in the dining room and/or whose impairment
will not permit it.
The schedule for nursing care is separated into three
shifts to fulfill the 24-hour day requirement of a long
term care institution. The time period of the day work-
shift is designated from 7:00 a.m to 3:00 p.m., the
afternoon shift works from 3:00 p.m. to 11:00 p.m., and the
night shift from 11:00 p.m. to 7:00 a.m.
Nurses' duties consist of administering the dispensation
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of medicine, patient treatment, and chart upkeep. Nursing
assistants aid the nurses in caring for residents by helping
them to dress, eat, bathe, eliminate waste, and aid the
ambulation of residents. Sadie G. Mays Memorial Nursing
Home is divided into four wards and units labelled A-through
D. There is one nursing station per ward. In front of each
station are chairs where residents often sit, chat or remain
silent and "glary-eyed" while waiting for service. Licensed
practical nurses and nursing assistants are assigned to each
ward. Finally, staff members are rotated periodically from
one ward to another.
Data Collection
The major instrument for data collection in this study
is a questionnaire. For research purposes, this tool is
named Attitudes Toward Death & Aging Questionnaire (Appendix
C). This questionnaire measures such demographic factor as
sex, race and religious group affiliation; attitudes toward
dying, death, and the aging process; locus of control and
attitudes of staff toward their personal health.
The Questionnaire was distributed by the Director of
Nursing to the three head nurses on each shift. Each head
nurse was responsible for collecting the questionnares.
Since, the staff is constantly occupied with their
professional duties, the time limit for returning the
questionnaire was three days.
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The guestionnare data was supplemented by participant
observation and in-depth interviews used to gain Qualitative
insights into the organization of the home such as the
rationale for the floor plans of wards, decision-making
structures, and informal groups. Many anthropologists and
sociologists utilize these techniques in field research. In
his study of the Trobiand Islanders, Malinowski defined
participant observation as a special combination of
observing and questioning (Riley, 1963, p. 58). Through
this technique, actions and talk of subjects in the setting
are recorded and become objects of analysis (Grinnell,
1981, p. 349).
Some of the advantages of participant observation and
in-depth interviews are: (a) the "ability to see the actor
in the "real" life situations, (b) the observer is present
throughout the selected transaction under study, and thus
can grasp the processes and patterns of behavior as a whole
and (c) the many latent patterns of behavior that the
participants themselves are not completely aware of (and
therefore cannot report) may become apparent through this
procedure" Riley, 1963, p. 69).
A technique often paired with participant observation is
the in-depth interviews. An in-depth interview is an
unstructured interview in which the investigator asks
general questions pertaining to the topic of inquiry
(Grinell, 1981, p. 349). Selected in depth interviews will
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be carried out with directors of each staff group. Through
the instruments described above, this study attempted to
investigate the interactions between staff and severely
impaired patients, as well as the organizational structure
of the nursing home and the care of the aged near-dead.
Limitations
Among the limitations of this study were the time
factors. The researcher was under time constraints that
precluded the use of some forms of data collection, such as
pretests and post-tests.
A second limitation is related to the problem of
interpreting human behavior by an outsider. The latter is
one of the potential sources of error in participant
observation because the addition of a new member alters the
system (Riley, 1963, p. 71). The mere presence of an
outsider chnages the makeup of the environment. The orginal
members in the environment may become hesitant to
demonstrate "true" behaviors. These members often conform
to what they believe to be the correct behavior expected by
the researcher (outsider).
Finally, no individual, including a research
investigator, is value-free. As a result, biased viewpoints
may affect the observer's perception of the behavior of
actors in the study group, since I have been exposed to the
nursing home where the study group resides, I may have
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already, but inadvertently, formed attitudes and opinions
that could bias my observations. As much as possible,
control over the intrusion of these biases was attempted
through a rigorous adherence to the research procedures
planned for this study.
Research Questions and Hypotheses
Ecological Questions:
(1) What is the relationship between the extent of
physical and mental impairment of patients and their
assignments to wards in the Home? Are the extremely impaired
and mildly impaired segregated from each other?
(2) Are wards for the severely and mildly impaired
located about the same distance, or different in distances
from nursing stations?
(3) Does distance of wards from the entrance to the
nursing home increase with severity of impairment of the
patient group?
Hypotheses:
(1) The higher the status of staff in the nursing home,
the more negative the attitudes towards the severely
impaired patient. Stated another way, there will be an
inverse relationship between staff status and attitudes
toward severely impaired patients.
(2) Staff members who exhibit high levels of religiosity
are more likely than their low religiosity counterparts to
experience positive attitudes toward death and dying.
34
(3) The higher the external locus of control, the more
positive the attitudes toward dying.
(4) Negative attitudes toward the severely impaired
patient will increase as the educational level increases.
(5) Positive attitudes toward aging will increase as the




The data analysis in this chapter is organized in two
sections. The first section provides descriptive analyses
of the sample results. Such information is essential to
understand the skewness and the distribution of sampled
respondents. The second section describes the results of
tests of the hypotheses by employing two tailed t-test.
Descriptive Analysis
The purpose of this section is to describe the sample
distributions by: (a) staff characteristics, (b) attitudes
toward severely impaired patients, (c) attitudes toward
death and dying, (d) locus of control, and (e) attitudes
toward aging.
Sample Distribution According to
Staff Characteristics
Of the 25 respondents interviewed for this study there
were 5 registered or licensed practical nurses, 19 nursing
assistants and 1 housekeeper (See Chart I, Appendix D). The
majority (60 percent) of the respondents were less than 30
years of age and had completed high school; some had reached
higher levels of educational achievement. Church attendance
is taken as an indicator of religiosity. Of all the
twenty-five respondents, 40 percent never attended church,
56 percent attended sometimes (either twice a month or every
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week) and 4 percent did not respond to this question.
Sample Distribution According to Attitudes
Toward Severely Impaired Patients
In response to the question: "How well are the physical
needs met for severely impaired patients at Sadie G. Mays?",
52 percent of respondents answered 'good1 to 'very well1, 44
percent said "fair- and 4 percent said 'poor'. In response
to the second question under this category, "Are patients
who are perceived to be severely impaired cared for
differently than those considered well or that are generally
more alert?", 60 percent replied 'yes' and 40 percent stated
•no', in response to the question number three that asked,
"Are residents who are not alert due to physical impairment
or mental disease treated as if they are already dead?", 62
percent of the sample said 'no' and 37 percent indicated
•no' difference in treatment among the patients based on the
degree of their physical impairment, and the remaining one
percent did not respond.
The final question under the category, attitudes toward
severely impaired patients, required the respondents to
determine if severely impaired patients were socially
isolated. Sixty-four percent stated that severely impaired
patients were not isolated, while 28 percent stated that
they were and 8 percent of the sample did not answer. On
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the whole, the majority of the staff expressed positive
attitudes toward the impaired patients.
Sample Distribution According to
Attitudes Toward Death and Dying
Respondents were asked to agree or disagree with the
following five statements: (a) The dying patient is cold;
(b) The dying patient should be avoided.; (c) The dying
patient is someone to be afraid of; (d) The dying patient is
burdensome, and (e) I enjoy working with dying patients as
well as I like working with fairly well patients (Chart I,
Appendix D). Those that agreed with the above statements
varied from 8 percent in response to statement »c" to 56
percent in response to statement "e". In contrast to these
respondents, levels of disagreement ranged from 40 percent
in response to the statement »e» to 92 percent opposing
statement "c". Summated scores of all five statements
indicated that only 20 percent fell in the 'overall agree'
category. The remaining 80 percent fell in the 'overall
disagree' category. Thus, the study results indicate that
the majority of the staff expressed a positive attitude
toward death and dying.
Sample Distribution According to
Locus of Control
A total of ten questions were included to measure locus
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of control. The responses to these questions were as
follows: Seventy-six percent of the respondents perceived
that many of the unhappy things that happen to people are
merely due to their own mistakes, while 2 0 percent
attributed them to bad luck and 4 percent did not respond.
Although, seventy -two percent of the respondents thought
that wars occur regardless of people's preventive efforts,
28 percent felt that people could stop them; if they
displayed enough interest.
Eighty percent of the sample believed that people get
the respect they deserve in the long run,while 20 percent
believed that an individual's worth goes unrecognized no
matter how hard the person tries. Over half of the sample
(52 percent) believed it would be better to go on making
one's own decisions and taking a definite course of action,
while the remaining forty-eight percent stated that things
would take place regardless of one's actions, sixty percent
believed that certain things occur beyond one's control. In
contrast, 4 0 percent were confident that they could 'make
things work'. Eighty percent of the respondents believed
that there was good in everybody, whereas twenty percent
believed that there were certain people who are just no
good. While 64 four percent felt that they have a lot of
influence over the things that happen to them, 36 percent
indicated that luck played an important role in their lives.
According to sixty percent of the respondents, some people
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are lonely because they didn't try to be friendly, but forty
percent thought there was little use in trying hard to
please others. While 52 percent of the respondents held
themselves responsible for things that happened to them, 48
percent did not feel that they had any control over the
direction of their lives. Finally, 64 percent of the
respondents thought that it would be difficult for people to
have much control over the actions of politicians, and 3 6
percent were positive that they could wipe out political
corruption with enough effort. The summated scores of the
above questions ranged from 11 for 12 percent of the
respondents, to 18 for four percent. The majority of the
respondents (88 percent) scored between 11 and 16. The
patterns of these scores indicate that no respondent in the
sample is totally on the edge of either internal control (in
which case they would have a perfect score of ten) or
external control (in which case they would have a perfect
score of twenty). Thus the respondents have a tendency to
swing between internal and external controls, more often
concentrating at the average (around the score of 15). Thus
the answers to questions indicating internal or external
locus of control were to varied to categorize the
respondents by such orientations.
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Sample Distribution According to
Attitudes Toward Aging
Forty-eight percent of the respondents believed that
things did not get worse as you get older, while the other
40 percent believed that they did and 12 percent did not
respond. The majority (72 percent) of the respondents said
they had as much energy as they did the previous year, while
28 percent reported less energy. In response to the
question, "Do you feel as you get older you are less
useful?", seventy-six percent indicated 'no', 20 percent
said 'yes'and 4 percent did not answer. When the respondents
were asked, "As you get older are things the same or not the
same as you thought they would be"?", seventy-two percent
said they were not the same, 24 percent said they were the
same and 4 percent did not answer. In response, to the final
question, "Are you as happy now as you were when you were
younger?" sixty-four percent said 'yes', 32 percent said
•no'and 4 percent did not respond. In summary, the majority
of the respondents did not express negative attitudes toward
aging.
Tests of Hypotheses
As indicated earlier, this study employed two-tailed
t-tests to determine the validity of the five hypotheses.
The appropriate statistical tool to test hypotheses I, II
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and III would be either regression or correlation, but due
to the limitation of the sample size (N=25) and the
dichotomous nature of these data, these techniques could not
be employed. Alternately, a rank order correlation such as
gamma would have been useful, however, the initial computer
printout indicated that the gamma coefficient was larger
than the expected range which means that the data are highly
skewed. Consequently, a two tailed t-test has been
subtituted to test these hypotheses. Tables 1 through 5
provide the required statistical information pertaining to
hypotheses 1 through 5, and accompany the discussion.
Hypothesis I
The higher the status of staff in the nursing
home, the more negative the attitudes towards
the severely impaired patients.
Table 1 presents the number of cases, and the means and
standard deviations, for the five measures of attitudes
toward severely impaired patients among registered/licensed
nurses and nursing assistants/and one houskeeper. The last
column of the table shows the computed t-values and an
asterisk (*) is placed following a t-value if the value is
statistically significant at the .05 level or better. Thus
in Table 1, only two attitudes ("Do you think it advisable
to move patients that are expected to die into a private
room?", and "Are severely impaired patients socially
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Table 1: Results of T-test between Registered/Licensed
Nurses and Nursing Assistants/other by Attitudes




















































Note: N = number of cases; S.D.= Standard Deviation
Impairl ■ How well are the physical needs met for
severely impaired patients at Sadie G. Mays?
Impair2 = Are patients who are perceived to be
severely impaired cared for differently than
those considered well or that are generally
more alert?
Impair3 = Are residents who are not alert due to
physical impairment or mental disease
treated as if they are already dead?
Dye = Do you think it advisable to move patients who
are expected to die into a private room?
Isolat Are severely impaired patients socially
isolated?
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isolated?) showed significant differences between the two
occupational groups. Therefore, this hypothesis is
partially confirmed in a negative direction.
Hypothesis II
Staff members who exhibited high levels of
religiosity are more likely than their low
religiosity counterparts to experience positive
attitudes toward death and dying.
The results of the test of this hypothesis are shown in
Table 2. After analyzing the t-values, which showed no
significant differences , this hypothesis was rejected, it
was concluded that attitudes toward death and dying were not
significantly influenced by the degree of religiosity of the
staff members.
Hypothesis III
The higher the external locus of control,the more
positive the attitudes toward dying. Table 3 contains test
results for this hypothesis. Ten questions were devised to
measure the participants1 level of locus of control
(internal or external). Only two out of the ten questions
("Do you believe that many of the unhappy things in people's
lives are due to bad luck, or are they due to each person's
own mistakes?" and "Do you believe that there are certain
people who are just no good, or is there some good in
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Table 2: Results of T-test Between Staff Members with





























































Note: N = number of cases; S.D.= Standard Deviation
Dye Attl = The dying patient is cold.
Dye Att2 = The dying patient should be avoided.
Dye Att3 = The dying patient is something to fear.
Dye Att4 = The dying patient is burdensome.
Dye Att5 = I enjoy working with dying patients as
much as I like working with fairly well
patients.
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Table 3: Results of the T-test For Staff Members'
Highly Negative Attitudes toward Death
and Low Negative Attitudes toward Death,







































































































Note: N = number of cases; S.D. = Standard Deviation
Locusl = Do you believe that many of the unhappy
things in people's lives are due to bad
luck or are they due to each person's own
mistakes?
Locus2 = Do you think that the major reason why we
have wars is because people don't
take interest in politics (or) will we will
always have wars no matter how hard people
try to stop them ?
Locus3 =Do you think that in the long run , people
get the respect that they deserve in this
world (or) is individual worth unrecognized
no matter how hard the person tries ?
Locus4 = In your own life, have you found that
what is going to happen no matter what you
do (or) is it better to go on making
your own decisions and taking a definite
course of action?
Locus5 = When you make plans are you usually certain
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that you can make them work or no matter how
hard you plan, certain things will never
happen ?
Locus6 = Do you believe that there are certain
people who are just no good (or) is there
some good in every body?
Locus7 = Do you feel that you have a lot of influence
over the things that happen to you (or)
Do you believe that chance or luck plays an
important role in your life?
Locus8 = Do you believe that people are lonely
because they don't try to be friendly (or)
is there little use in trying hard to please
people; if they like you, they will like
you, no matter what you do?
Locus9 = Do you feel that what happens to you is your
own doing (or) do you sometimes feel that
you have little control over the direction
of your life?
LocuslO = Do you feel that with enough effort, we can
wipe out political corruption (or) is it
difficult for people to have much control
over the things politicians do?
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everybody?") showed significant differences between the two
groups at the .05 level or better. Therefore, it is
concluded that this hypothesis is partially confirmed,
however, internals demostrated the greater significance in
attitudes toward dying.
Hypothesis IV
Negative attitudes toward severely impaired
patients will increase as the educational level
increases.
In order to test this hypothesis five questions were posed
to the two educational groups: "high school or less" and
"post high school". The results of the t-test between the
two educational groups of staff members by their attitudes
toward severely impaired patients showed no significant
differences (Table 4). Accordingly, this hypothesis is
rejected. It was concluded that the attitudes toward
severely impaired patients among the staff members were not
related to their educational level.
Hypothesis V
Positive attitudes toward aging will increase as the
age of the staff member increases.
Table 5 illustrates the results for the five attitudes
toward aging among the staff members in the age groups of
"less than 3 0 years" and "30 years or above". An
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Table 4: Results T-test between the Staff Members with 'High
School or Less1 and 'Post High School1 Educational
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severely impaired cared for differently
than those considered well or that are
generally more alert?
Impair3 = Are residents who are not alert due to
physical impairment or mental disease
treated as if they are already dead?
Dye - Do you think it advisable to move patients who
are expected to die to a private room?
Isolat = Are severely impaired patients socially
isolated?
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Table 5: Results of T-test Between the Staff Members in the
Age Groups 'Less than 3 0 years' and '30 years or























































Note: N = Number of Cases; S.D. = Standard Deviation
Attl = Do you believe that things get worse
as you get older?
Att2 = Do you have as much pep (energy) as you had
last year?
Att3 = Do you feel that as you get older, you are
less useful?
Att4 = As you get older, are things the same, better
or worse than you thought they would be?
Happy = Are you as happy now as you were when you
were younger ?
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examination of the t-values in the last column of the table,
two attitudes ("Do you feel that as you get older, you are
less useful?" and "Are you as happy now as you were when you
were younger?") were found to be significantly different
between the two age groups. The above hypothesis is
partially confirmed in the positive direction of the
postulated hypothesis. It was concluded that certain staff
attitudes toward aging (especially those directed toward
their personal experience) were affected significantly by
age.
To summarize, three out of the five hypotheses chosen
for this study were partially confirmed (hypotheses l, 3,
and 5) and two (hypotheses 2 and 4) were not. Although
these findings are quite applicable to Sadie G. Mays nursing
home, caution is required before generalizing them to the
entire minority nursing home staff population due to the
small sample size (N=25). The second part of the study
utilized the qualitative data obtained through interviews
with the two directors of Sadie G. Mays'to determine if
ecological conditions were strict and according to type of
resident;and (2) if so, did the ecological arrangements
contribute to the overall treatment program.
Ecological Conditions
Prior to 1985, patients were randomly assigned to four
wards (A, B, C, and D) that formed a rectangle, A and B on
the west end and C and D on the east end (See Appendix A).
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These wards surrounded a central area divided into two
treatment divisions: social work services and physical
therapy, which contained exercise devices and a whirlpool.
On each ward there was a nursing station, the heart of each
unit. Many activities originate at this focal point, i.e.,
reading of charts, changing of shifts. The director of
nursing supervised each station as well as the entire
nursing team. She was located near the social services
area. An activity, dining and kitchen area was located in
front of the treament division.
In order to improve treatment, a decision was made in
1985 to reassign residents to the four different wards in
terms of physical and mental needs (see Appendix A). Ward A
presently consists of "alert, independent residents," i.e.,
those who can more or less take care of themselves. The
second classification, "confused, wanders and
semi-independent" designate residents on Ward B. This group
is considered to be "borderline mentally impaired," who may
wander about without complete spatial knowledge. Residents
on Ward C are categorized as semi independent but requiring
borderline "heavy care", i.e., those that appear mentally
alert but physically impaired. Residents on Ward D belong
to the "severely impaired" category. These residents are
often physically and mentally debilitated, and require
continuous skilled mental and physical care and treatment
(e.g., intravenous feeding). Special machines must be
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utilized on this ward twice a day for feeding. Therefore,
this equipment does not have to be moved to and from the
other wards. Further, respirators are found on this ward
only. From the diagram in Appendix A, it can be seen that
the administrator has easier access to the residents of this
ward than he does to those on the other three wards. It is,
therefore evident that to some degree patients are
classified in terms of treatment types and housed in
accordance with the ecological lay-out of the nursing home.
However it must be noted, that because of advanced age and
chronic physical and mental deterioration, there may be
overlap between patients on each ward. Ward D, according to
the directors is designed to effectively care for the
special needs of the severely impaired. Both directors
claimed that this classification system, in accordance with
the ecological arrangements, has dramatically improved the '
efficiency of the treatment program.
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CHAPTER V
SUMMARY, CONCLUSIONS AND IMPLICATIONS
Death and aging are inevitable events. However, the
way we treat the elderly, dying, and the dead is influenced
by such variables as age, sex, religious and secular values,
and our belief systems. In a society where a great emphasis
is placed on youth and vitality, death, like growing old, is
surrounded with fear and dread. Due to the increasing
number of elderly who face institutionalization before
death, the attitudes of direct care staff toward the dying
and aged should be well understood.
This study investigated the social organization of a
predominately black nursing home in the city of Atlanta and
the care of severely ill residents. Major attention was
focused on the extent to which residents are segregated by
degree of impairment: staff statuses and their attitudes
toward death and dying; and the relationships fcfetween staff
and patients in areas such as treatment and other routines
of daily living in the home.
The research questions involved in this study were: (a)
the prevalance of designated areas in a nursing home for
severely impaired patients, and (b) the variables related to
staff attitudes toward death, severely impaired patients,
dying and aging (age, status variations, educational
attainment, religiosity, and locus of control).
Five hypotheses were tested in this study: (l) The
higher the status of staff in the nursing home, the more
negative the attitudes towards the severely impaired
patient. Stated another way, there will be an inverse
relationship between staff status and attitudes toward
severely impaired patients; (2) Staff members who exhibit
high levels of religiosity are more likely than their low
religious counterparts to experience positive attitudes
toward death and dying; (3) The higher the external locus of
control, the more positive the attitudes toward dying; (4)
Negative attitudes toward the severely impaired patient will
increase as the educational level increases; (5) Positive
attitudes toward aging will increase as the age of the staff
member increases. Three out of these five hypotheses were
partially confirmed (hypotheses l, 3, and 5) and two
(hypotheses 2 and 4) were rejected. Although these findings
are quite applicable to Sadie G. Mays nursing home, caution
is required before generalizing them to the entire minority
nursing home staff population due to the small sample size
(N=25).
The second part of the study utilized the qualitative
data obtained through informal interviews, with each of the
55
two directors of Sadie G. Mays 'to determine (l) if
ecological conditions were strict and according to type of
resident; (2) if so, did the ecological arrangements
contribute to the overall treatment program. Prior to
1985, patients were randomly assigned to four wards (A, B,
C, and D) that formed a rectangle, A and B on the west end
and C and D on the east end (Appendix A). However, in 1985,
in order to improve treatment , residents were assigned to
four different wards in terms of physical and mental needs.
Ward A now consists of "alert, independent residents," i.e.,
those who can more or less take care of themselves. The
second classification, "confused, wanders and
semi-independent" designated residents are on Ward B. This
group is considered to be "borderline mentally impaired" who
may wander about without complete spatial knowledge.
Residents on Ward C are categorized as semi independent but
requiring borderline "heavy care", i.e., those that appear
mentally alert but physically impaired. Residents on Ward D
belong to the "severely impaired" category. These residents
are often physically and mentally debilitated, and require
continuous skilled mental and physical care and treatment
(e.g., intravenous feeding). Thus Ward D, according to the
directors is designed to effectively care for the special
needs of the severely impaired. Both directors claimed that
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this classification system, in accordance with the
ecological arrangements, has dramatically improved the
efficiency of the treatment program.
This study points out the need for a larger study with a
larger sample size and that a comparison should be done with
white nursing homes so that the generalizations will be
possible for both population groups. The findings of this
study should provide base line data for future longi
tudinal studies in order to determine the changing patterns
in staff attitudes toward death, dying and aging. Although
the segregation of severely impaired patients may increase
the efficiency of treatment, it may also have an adverse
affect on patients' perceptions because they are constantly
surrounded by terminal illness, a negative stimulus. A
study that focuses on this issue will be helpful in deciding
whether to segregate severely impaired patients.
In the area of direct care staff, these employees must
be equipped to treat not only the psysiological needs but
psychological needs of the elderly patients as well. Studies
like this can attempt to evaluate the attitudes of the
nursing home team and pin-point areas where change is
needed.
It is vital for the nursing home team to learn to cope
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with death and dying since a large majority of our elderly
die in a nursing home setting. Death can be an anxiety
provoking topic but through appropriate education, the
nursing home staff members can learn to cope effectively.
Death related seminars, workshops and discussions pertaining
to death and dying can reduce feelings of uneasiness. The
more staff members develop favorable attitudes toward death,
dying and aging, the greater the probability that the staff
members will be able to successfully assist the elderly
patient in the final transitional stage.
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APPENDIX A (FLOOR PLAN OF HOME)
APPENDIX B
HIERARCHY OF STAFF
AND LIST OF POSITIONS
INTERMEDIATE
OMEGA
Alpha = Directors, Secretaries, Receptionists
Intermediate = Nursing Assistants, Registered nurses, Licensed
Practical Nurses
Onega = Housekeepers, Dietary Team
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APPENDIX C
ATTITUDES TOWARD DEATh AUD AGING QUESTICNNAIRE
Subject's Name
I am working on a project in which I'm seeking to under'
stand the type care administered to severely impaired , aged
patients. I need to explore the staff's attitudes toward
these patients as well as attitudes toward the aging pro
cess,death and dying. If you don't mind,there are a few
questions which I «ould like for you to answer. Your answers
and opinions that you are willing to offer will be greatly
appreciated. All information that you give will be kept
strictly confidential and will be used only for research pur
poses. It is also important that every question be completed





Gay female ^HZ^ZZHHZ a
Female Nursing Assistant 4
Housekeeper 5
Not answered ~ 9
1/4
Both (gay and straight) 5
No answer 9 5 /
(2)Job or Prof ess ion:Title
Registered Nurse 1
Licensed Practical Nurse 2
Male Nursing Assistant 3
(3)How oldareyou?
15-19 yrs. 1






















Post hiqh school/ business
or trade school
1-3 vrs. college






































(7) What is your living arrangement?
Live alone
Live with one additional
person of the same sex
Live with one additional
person of the opposite sex
Live with spouse plus children
Live in a multi-generational
household with other kin
(mother, aunts, uncles, etc.)
Not Answered 9 11/
(8) How long have you been employed at
this facility?
0-6 mos . 1
7 mos. - 1 yr. 2
2-3 yrs . 3
4-5 yrs . 4
6 - 7 yrs. 5
8-9 yrs. 6
10 or more yrs. 7 12/_




Ward D 4 13/
(10) How many hours do you presently




(11) Do you believe that things get worse
as you get older?
Yes l
No 2
No Answered 9 16/
(12) Do you have as much pep (energy) as
you had last year?
Yes 2
No 1
Not Answered 9 17/
(13) Do you feel that as you get older,
you are less useful?
Yes
No 2
No Answer 9 18/
(14) As you get older, are things the
same, better or worse than you




Not Answered 9 19/
(15) Are you as happy now as you were
when you were younger?
Yes 2
No 1
Not Answered 9 20/
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(16) Once you reach old age would you like






(17) How would you rate your overall health








(18) Is your health now better, about the

















(19) How much do your health troubles
stand in the way of your doing the
the things you want to do — not at all,











SELF PERCEIVED OVERALL HEALTH STATUS
(Sum of responses to items 22-24 )
25-26/
(20) How well ?re the physical needs met






Undecided/no answer 9 27/
(21) Are n?t-.ierts who are perceived to
be Severely impaired cared for dif
ferently than those considered well
or that are generally more alert?
(22) Are residents who are not alert
due to physical impairment.or mental






Undecided/no answer 9 28/
No 2
All patients treated the same 3
Not answered 4 29/
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(23) Do you think it advisable to move patients
who are expected to die into a private room
at Sadie G. Mays?
Yes
(2 5) Do you consider it worthwhile
to talk to patients who are
terminally ill here at Sadie
G. Mays, or anywhere?
(26) When you administer medicine or
assist in caring for the incoherent,




No ___ ^^ 2
Undecided/no answer 9 30/




Undecided/no answer 9 31/
Yes
No 2
A waste of time . 3











(27) When you administer medicine or assist
in caring for the incoherent, unalert,








Not answered _____ g 34 /
How afraid are you of dead persons?
Very afraid __
Somewhat 2
Doesn't bother you 3
Undecided/no answer 9 35/
(29) how many times, if any, have
you witnessed a death?
S u * 36Z-38/
Hew much do you agree with the following statements?
Some- oj_ "
Strongly what Dis- g£l°.ngly








thing to fear. 4_y
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rou agree with the follcwina statements
rran the foregoing page)
Some— ^ftronBly
Strongly what Dis- •vis-







as much as I like
working with fairly
well patients. 43/
Scale score (Sum Items 30-34) 44-45/
(3 5) What is your religious group
affiliation?
Bapt is t 1
Methodist 2










Does not apply 13
No answer 99 45/
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(36) How many years have you been a
church member?
# of yrs.
No answer 99 47-48/
(37) How important is church or religion
to you?




(38) How often do you go to church?
Never ^ 4
Once a year 3
Every week 2
Twice a month 1
Does not apply 8
____ No answer 9
Measures of Internal Versus External Locus of
Control (Check One)
(39) Do you believe that:
Many of the unhappy things in
people's lives are due to bad
luck or 2
Are they due to each person's
own mistakes? 1 51/
(40) Do you think that:
The major reason why we have
wars is because people don't
take enough interest in poli
tics, or
__________ Will we always have wars no
tt hma er ow hard people try to
stop them? * 2 52/
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(41) Do you think that:
In the long run, people get
the respect they deserve
in this world, or 1
Is individual worth un
recognized no matter how
hard the person tries? 2 53/_
(42) In your own life, have you
found that:
What is going to happy will
happen no matter what you
do, or 2
Is it better to go on making
your own decisions and taking
a definite course of action? 1 54/_
(43) When you make plans:
Are you usually certain that
you can make them work, or 1
No matter how hard you plan,
certain things will never
happen? 2 55/_
(44) Do you believe that:
There are certain people who
are just no good, or
Is there some good in
everybody?
(45) Do you feel that:
You have a lot of influence
over the things that happen
to you, or 1
Do you believe that chance
or luck plays an important
role in your life? 2 57/_
(46) Do you believe that:
People are lonely because
they don't try to be friendly
Or is there little use in trying
hard to please people; if they
like you, they will like you,
no matter what you do 2 58/
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(47) Do you feel:
What happens to you is your
own doing, or ,
Do you sometimes feel that
you have little control
over the direction of your
life?
2 59/
(48) Do you feel that:
With enough effort, we can
wipe out political corrup
tion, or
Is it difficult for people "




appreciated °be u I tX?*-"!!1"11"0? is *reatlv
swered. if i have anv »5S?I- ? Ch <*uesti°n is an-














Registered or Licensed Nurse 5 20 0
Nurse Assistants or Other 20 80.*0
2. Age
Less than 3 0 years 15
30 years or above 10 40'0
3. Education
High School or less 10






B. Attitudes toward Severely Impaired Patients
1. How well are the physical needs met for severely
impaired patients at Sadie G. Mays?
Very well 4 J6.0
No answer 1 .Z.
±. 4.0
2. Are patients who are perceived to be
severely impaired cared for differently




* includes one Housekeeper
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Chart I: Frequency Distribution of Respondents by Selected
Variables (continued).
Variable mh™kIZ ^ Z~~~
Number Percent
(N=25)
3. Are residents who are not alert due
to physical impairment or mental
disease treated as if they are already
dead? *
No 15
No difference 9 ^7 s
No answer ! J/.5
4. Do you think it advisable to more
patients who are expected to die








No answer , 64*°
2 8.0
C. Attitudes Toward Death and Dying
1. The dying patient is cold.
Agree 9 ■»« n
Disagree 16 ^6.0
2. The dying patient should be avoided
A9ree 5
DlSagree 20 so!o
3. The dying patient is something to fear
Agree o
• ™ ft O
9 2 0
4. The dying patient is burdensome
Agree 7
__ Disagree „ »-0
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5. I enjoy working with dying patients





Overall agree 5 2Q Q
Overall disagree 20 8O.'o
D. Locus of Control
1. Do you believe that:
Many of the unhappy things
in people's lives are due
to bad luck (or) 5 2Q Q
Are they due to each person's
own mistakes? 19 is 0
2. Do you think that:
The major reason why we have
wars is because people don't
take interest in politics (or) 7 28 0
Will we always have wars no
matter how hard people try
to stop them? 18 72Q
3. Do you think that:
In the long run, people get
the respect they deserve in
this world (or) 20 80.0
Is individual worth unrecog
nized no matter how hard the
person tries?
20.0
4. In your own life, have you found that:
What is going to happen no
matter what you do (or) 12 48 0
Is it better to go on making
your own decisions and taking
a definite course of action? 13 52 0
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10. Do you feel that:
With enough effort, we can










5. When you make plans:
Are you usually certain that
you can make them work or io
No matter how hard you plan, 15
certain things will never
6. Do you believe that:
There are certain people 5
who are no good (or) do you 20
feel there is good in
everybody
7. Do you feel that:
You have a lot of influence
over the things that happen
to you (or) 16
Do you believe that chance or
luck plays an important role in
your life? 9 36>0
8. Do you believe that:
People are lonely because they
don't try to be friendly (or) 15 fin n
Is there little use in trying
hard to please people; if
they like you, they will like
you, no matter what you do? 10 4O.o
9. Do you feel that:
What happens to you is your
own doing (or) 13 „
Do you sometimes feel that
you have little control










Is it difficult for people
to have much control
over the things politicians
d°? 16 64.0
E. Attitudes toward Aging:
1. Do you believe that things get




. Do you have as much pep (energy) as
you had last year?
Yes 18
No 7
3. Do you feel that as you get older




4. As you get older, are things the
same or not same as you thought
they would be?
Same c
Not same * 24.0
No answer n 72*°
1 4.0
5. Are you as happy now as you were
when you were younger?
Yes n <-
No g 64-°
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